Background: Illness and the medical expenditure that follows have a profound impact on the well-being of individuals and households. China is a huge country with significant regional differences. The goal of this study is to investigate the associations of illness and medical expenditure with other categories of household expenditures, with special attention paid to the differences in observations between the western and eastern regions. Methods: A survey was conducted in six major cities in China, three in the east and three in the west, in 2011. Data on demographics, illness conditions, and medical and other expenditures were collected from 12,515 households. Results: In the analysis of the associations of illness conditions and medical expenditure with demographics, multiple significant associations were observed, and there are differences between the eastern and western regions. In univariate analyses, illness conditions and medical expenditure were found as having significant associations with other categories of expenditures. In multivariate analyses adjusting for household and household head characteristics, few associations were observed, and there exist differences between the regions.
Background
Illness has a profound impact on people's lives. It has a direct effect on health conditions, and the medical expenditure that follows can have a deep and long-lasting impact (especially financially) on the well-being of individuals and households [1] [2] [3] [4] . Specifically, illness can directly change the spending behaviors of individuals. In addition, with a limited budget, individuals and households may have to modify expenditures on other categories (for example, basic consumption, education, recreation, etc.) to accommodate medical expenditure [5] . In the literature, there has been a large number of studies on the distributions of illness and medical expenditure and their associations [6, 7] . Moreover, it is commonly agreed that illness and medical expenditure can affect other categories of expenditures. However, detailed empirical studies are still limited.
In the literature, studies that are the most relevant to the present one include a study conducted in rural Vietnam [8] , which found that households experiencing inpatient treatment and higher levels of outpatient treatment had significantly lower consumptions of food, education, and production means. In a study conducted in rural Thailand [9] , similar observations were made. In China, Wang and others [10] conducted a communitybased survey in poor rural areas and found that medical expenditure caused a reduction in household investment in human and physical capital. A survey conducted in western China [11] found multiple, significant associations between illness (both chronic diseases and inpatient treatments) and medical expenditure and other types of household consumptions.
Similar to some of the aforementioned studies, this study is concerned with the associations of illness and medical expenditure with other categories of expenditures in China. What is different from some of the existing studies [11] , however, is that special attention is paid to the differences between the western and eastern regions. China is a huge developing country, with the world's largest population and significant regional differences [12, 13] . In general, the western region is much less developed and less populated than the eastern region. Differences have been observed in economic development, availability and quality of health care, education, and even demographic characteristics such as age and gender (mainly due to a migration of young male workers). In the literature, there are studies comparing the east against the west in terms of the distributions of illness conditions and medical expenditure [14] . However, it is still unknown whether their associations with other categories of expenditures have regional differences. This study aims to fill this knowledge gap. Another difference between this study and some of the existing ones is that data were collected using a phone survey as opposed to being gathered from government databases. Data analyzed in this study may contain more detailed micro-information, which is not emphasized by government databases. Further, unlike some published studies [8] [9] [10] , this study focuses on major cities and surrounding areas. China is currently experiencing the largest rural-tourban migration in human history, making studies focused on major cities increasingly important. With the aforementioned differences taken into consideration, this study may provide additional insights into the financial consequences of illness beyond what has been established by the existing literature.
Methods

Data collection
This study was approved by a research ethics review committee at Xiamen University in China. A phone survey was then conducted in 2011. Six cities and their surrounding areas were selected for the survey. Among them, three are located in eastern China (Beijing, Shanghai, and Xiamen), and three are in western China (Lanzhou, Guilin, and Xi'an) ( Figure 1 In conducting the survey, a computer-assisted telephone investigation system (CATI) was used. Candidate phone numbers were obtained from China Telecom Corp. Ltd. and Unicom Corp. The surveyed phone numbers were selected using an RDD (random-digit dialing) approach. Specifically, Mitofsky-Waksberg [16] -type samples of active blocks of 100 consecutive phone numbers were drawn from all such possible blocks within each city. For each block of phone numbers, the probability of being selected was proportional to the count of numbers serving residences. The database was updated after each phone call to ensure that no household was sampled multiple times. As it was difficult to associate a cell phone number with a physical location, the survey was limited to landlines only.
In China, households remain the main functional units for expenditure. Thus, all data collection and analysis were conducted at the household level. At the beginning of each survey, information was collected to determine inclusion. A household would be excluded if (a) the interviewee refused to participate, (b) the household was not officially registered in the surveyed city as defined by "hukou," which is a household registration issued by the central government, (c) the interviewee was younger than 18 years old, or (d) the interviewee could not provide reliable information on the household. Verbal consent was obtained for each survey and recorded using voice-recording software. The survey included both snapshot questions (for example, demographic information and insurance status) and accumulative questions (for example, income and expenditure for a period of twelve months prior to the survey). On average, one survey took 8.5 minutes. The survey response rates were 39% and 42% in the western and eastern regions, respectively.
Statistical analysis
An exploratory analysis was conducted first. No obviously unreasonable observation or outlier was found. A major focus of this study is to examine if there are any regional differences between the eastern and western regions. To this end, the analysis was conducted for the eastern and western regions separately and then compared. This strategy is equivalent to a model with full interaction between regions and other variables and is more flexible than simply including the region as a confounder in an additive model. The distributions of illness conditions, measured using the presence of chronic disease and inpatient treatment as well as medical expenditure over a period of twelve months, were first examined. Here, medical expenditure is the out-of-pocket expense defined as the gross expense minus insurance reimbursement. This better measures the real burden on households. It is a continuous measure. For presentational clarity, we dichotomized medical expenditure around the median and created the high and low expenditure groups with about-equal sizes. The associations of illness and medical expenditure with demographic variables were also examined. T-tests were used for continuous variables, and chi-squared tests were used for categorical variables. Multivariate regression analyses were conducted, examining the associations between illness conditions and household expenditure patterns. To obtain more detailed information, eight categories of expenditures were considered-basic expenditure (food, produce, etc.), education, savings/investment, entertainment, insurance, durable goods, alcohol/tobacco, and other. To account for different household sizes, per capita expenditure was calculated and analyzed. In regression, the adjusted confounders include household characteristics (size, presence of member(s) younger than 18, presence of member(s) older than 65, percentage of household members covered by basic health insurance, percentage of household members covered by commercial health insurance, city, hukou, and per capita income) and household head characteristics (age, gender, education, occupation, and marital status). Here, two sets of analyses were conducted. The first set analyzed the actual amount of expenditure (in RMB), and the second analyzed the percentage of each category of expenditure (as of the total expenditure), which may better describe the scenario with a fixed total budget, as the sum of percentages is one. Multivariate analyses were also conducted, investigating the associations between medical expenditure and other categories of expenditures.
Results
This study collected data on 12,515 households ( Table 1 ). The sample size was decided based on resource availability. Among the surveyed households, 46.84% had at least one member with a chronic disease (or multiple chronic diseases), and 58.81% had at least one episode of inpatient treatment. In the examination of the distributions of illness and medical expenditure, across the three eastern cities, the presence of chronic disease was differently distributed. In Beijing, 64.35% of the households had at least one member with a chronic disease, compared to 40.44% in Xiamen. The distribution of medical expenditure is also different across cities. Shanghai had the highest percentage of households in the high medical expenditure category (59.84%), compared to 33.56% for Xiamen. Across the three western cities, the distributions of the presence of inpatient treatment and medical expenditure are significantly different. In Lanzhou, 59.88% of the households had at least one inpatient treatment, compared to 56.20% for Xi'an. Xi'an had the highest percentage of households in the high medical expenditure group (54.57%). Differences across cities were also observed. However, as we are mainly interested in comparing the eastern region against the western region overall, in what follows, we combine cities in each region and do not report city-wide analysis results. City is included as a confounder in multivariate analysis.
Associations of illness and medical expenditure with demographics
Results are shown in Table 2 . Summary statistics are provided for the whole cohort. In the examination of the associations between the presence of chronic disease and demographics, hukou is significantly associated in the eastern region but not the western region. Specifically in the eastern region, among households with the presence of chronic disease, 34.26% were rural, compared to 38.77% of those without chronic disease. For both the eastern and western regions, income is significantly associated with the presence of chronic disease. It is interesting to note that, in the eastern region, households with the presence of chronic disease had a higher per capita income (14,913 RMB vs. 14,277 RMB). In contrast, in the western region, households without chronic disease had a higher per capita income (6,940 RMB vs. 6,680 RMB). Occupation is significantly associated with the presence of chronic disease in the western region but not the eastern region. In the examination of the associations between the presence of inpatient treatment and demographics, only the gender of the household head is significantly associated in the western region. Specifically, in the group with the presence of inpatient treatment, 76.83% of the household heads were male, compared to 74.48% in the group without inpatient treatment. More demographic factors are significantly associated with the level of medical expenditure in particular, including household size, presence of members older than 65, per capita income, and occupation. All four factors are significant for both the eastern and western regions. In addition, the "directions" (positive or negative associations) are the same.
Associations between illness conditions and expenditure
In the whole cohort, the biggest expenditure category is basic expenditure (per capita 4,164.6 RMB), which includes food, production means, etc. The second-largest category is savings and investment (per capita 3,123.1 RMB), followed by insurance (per capita 2,050.4 RMB).
Other categories are relatively small. More detailed results are presented in Table 3 .
The marginal association analysis results are presented in Table 3 . For both the eastern and western regions, basic, education, and durable goods expenditures were found to have significant associations with the presence of chronic disease. It is interesting to note that the "directions" of associations are different. Specifically, for all three categories of expenditure, in the eastern region, the group with chronic disease had a higher level, whereas in the western region, the group without chronic disease had a higher level. In addition, in the western region, the presence of chronic disease was also significantly associated with savings/investment, entertainment, and insurance. The presence of inpatient treatment was not significantly associated with any category of expenditure in the eastern or western regions. The level of medical expenditure was found to be significantly associated with seven categories of expenditures (all except for "other"). Specifically, for both the eastern and western regions and for all seven categories, the level of medical expenditure had positive associations.
For illness conditions, the first set of multivariate analyses were conducted on the amount of expenditure. The analysis results, including the estimated regression coefficients and corresponding p-values, are shown in Table 4 . Judged by the p-values, the presence of chronic disease was not significantly associated with expenditure, after adjusting for the confounders. In the eastern region, the presence of inpatient treatment was not significantly associated with expenditure. In the western region, the presence of inpatient treatment was found to be significantly negatively associated with insurance (estimated regression coefficient of −34.49 RMB) and durable goods (estimated regression coefficient of −6.64 RMB).
The second set of multivariate regression analyses were conducted on the percentage of each category of expenditure (defined as the ratio of the amount of expenditure in a specific category over the total expenditure).The results are shown in Table 5 . In the eastern region, the presence of chronic disease was not associated with any expenditure. In contrast, in the western region, it was found to be significantly associated with a decrease in basic expenditure (aOR = 0.975) and an increase in insurance (aOR = 1.026). The presence of inpatient treatment was not associated with any expenditure in the eastern region. In comparison, in the western region, it was significantly associated with an increase in education (aOR = 1.018) and a decrease in insurance (aOR = 0.973).
Associations between medical expenditure and other expenditures
The analysis results on the effects of medical expenditure on the percentages of other expenditures (as of total expenditure) are shown in Table 6 . For both the eastern and western regions, medical expenditure was found to be negatively associated with basic expenditure (aOR = 0.689 and 0.664), savings/investment (aOR = 0.886 and 0.901), and insurance (aOR = 0.841 and 0.859). In addition, medical expenditure had a significant negative association with expenditure on durable goods in the eastern region (aOR = 0.953).
Discussion
According to public data [17] , in 2011 in the Gansu province (where Lanzhou is located), the per capita income was 14,989 RMB for urban areas and 3,909 RMB for rural areas. In the Guangxi Zhuang Autonomous Region (Guilin), the per capita income was 18,854 RMB for urban areas and 5,231 RMB for rural areas. In the Shanxi province (Xi'an), the per capita income was 18,245 RMB for urban areas and 5,028 RMB for rural areas. In the Fujian province (Xiamen), the per capita income was 33,565 RMB for urban areas and 11,928 RMB for rural areas. For the whole surveyed cohort, the per capita income was 10,570 RMB (sd 8,635 RMB). The income data suggest that the surveyed households might provide sensible information for their corresponding provinces. In addition, all six cities have large populations and play important economic and political roles in the country. Thus, even with the limited sample collection, this study is still of considerable value. Within each region, cross-city differences in the distributions of illness conditions and medical expense were observed. As seen in the income data, the cities have significantly different economic statuses. In addition, as seen in the downstream analyses, illness conditions and medical expense are associated with multiple demographic and other factors. Moreover, many other factors (for example, geography, food consumption, and culture) may also contribute to the differences across cities. As cross-city difference was not the main focus of this study, it was not investigated further. In the association analysis of illness conditions with demographics, the findings are mostly positive in the sense that we did not identify many personal factors that make certain individuals/households more susceptible to diseases. For the presence of chronic disease, hukou is significant in the eastern region but not the western region. In the eastern region, overall economic status is high, and the rural-urban difference (in the economy and other aspects) is less than that of the western region. It is, thus, reasonable to observe more households without chronic disease in the rural areas of the eastern region. The presence of chronic disease is positively associated with income in the eastern region but negatively associated in the western region. It has been noted that, in the relatively wealthy areas of China, increased income has been associated with significant increases in, for example, obesity, cardiovascular diseases, diabetes, cancers, and other diseases. In contrast, in the less wealthy areas, the presence of chronic disease may lead to reduced working capability and, hence, lower income. Occupation can be confounded with many other factors, including, for example, age, education, socioeconomic status, insurance status, etc. This may partly explain its association with the presence of chronic disease. A similar argument may hold for the association between the presence of inpatient treatment and the gender of the head of the household. The associations between medical expense and demographics have been noted in multiple publications [18] [19] [20] . For the eastern and western regions of China, the observed magnitudes were different, which is partly attributable to the difference in socioeconomic status between the regions. However, the "directions" are the same, suggesting that the two regions follow similar mechanisms. In the univariate analysis, the presence of chronic disease was significantly associated with multiple categories of expenditures. However, we observed different "directions" for basic expenditure, education, and durable goods. Expenditure overall and for each category was significantly associated with income and socioeconomic status. The observed reversed patterns are possibly reasonable, given the discussion on income presented above. Another observation is that the variances of expenditures are large. A closer examination of the data suggests that there is a proportion of observations with very high expenditure levels. Ideally, a stratified analysis or robust analysis can be conducted to accommodate those large values. We chose standard deviation (as a summary statistic) and standard regression analysis for interpretation and sample size considerations. It is "relieving" to observe that there is no significant association between the presence of inpatient treatment and expenditure, indicating that such health shocks may have limited impact on the surveyed households.
In the multivariate analysis, after accounting for the effects of multiple household and household head characteristics, there was almost no association between illness and expenditure. In the western region, the presence of inpatient treatment led to decreased expenditure on insurance and durable goods. From this, very intuitive interpretations can be made. It is noted that the estimated magnitudes are small, which is in accordance with published studies [11] . The lack of association suggests that the surveyed households were well protected from health shocks. This observation is different from those mentioned in the background section of this paper. The difference can be caused by the significantly higher economic status and higher health insurance coverage of the surveyed cities, as well as the constantly improving health care system in China in the recent years, especially since the health care and health insurance reform of 2009. Different observations were also made in the analysis of the percentage of expenditure. This set of analyses mimics the fixed and same-budget scenario, which is different from the previous analysis. Chronic disease and inpatient treatment represent different types of health shocks [4, 21, 22] and, hence, have different impacts. The analysis suggests that households in the eastern region may be better protected in the sense that the expenditure structure is not significantly affected by illness. In the eastern region, the negative association for basic expenditure and positive association for insurance have intuitive interpretations. The reduction in basic expenditure is particularly worth noting. Education makes up a relatively small percentage of expenditure. The observed association needs to be interpreted with caution. Medical expense leads to decreases in the percentages of multiple categories of expenditures. Considering the fixed sum of percentages, such an observation is very sensible. We observed that the eastern and western regions follow similar patterns.
Limitations
This survey collected data from six cities, with three in each region. We do not expect the six cities to be able to represent the whole country of China. Observations made in this study may be extendable to cities with similar socioeconomic and health conditions. More extensive sample collection was not conducted because of resource limitation. Only cross-sectional, observational data were collected. Such data have limitations. For example, no causal effect can be deduced. In addition, only a small amount of information was collected because of the phone call nature of the survey. For example, the complex illness condition is only represented using two variables. It is inevitable that some important variables may have been missed in the data collection. The chosen set of selected variables was motivated by multiple published studies and may be of the most importance. Interviewees were asked to recall information for a period of twelve months to reduce seasonality effects. Such an approach may have a recall bias [23] . This problem is potentially shared by multiple publications. The analysis provides empirical evidence on the differences between the eastern and western regions of China. Possible explanations based on health and socioeconomic and personal factors are provided. Further information collection is needed to draw more affirmative conclusions. For example, information on policy is not available in this study. It has been noted that health care and health insurance policies vary across regions and between rural and urban areas. Management factors are also not accounted for. 
